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INTRODUCTION : 


The concept of Health Insurance has been accepted by 
the Kasturba Hospital for more than a quarter of a century, but 
in practice its form has been evolving over the years, Kasturba 
Hospital was started by Gandhiji in 1945 in memory of his wife 
Kasturba who had died in detention in February 1944. With 15 
beds for women and children in the beginning, it grew to have 
50 beds and extended its services to men as well, The manage- 
ment was taken over by the Gandhi Smarak Nidhi some time 
after Gandhiji’s assasination in January 1948. They found the 
expenditure of the hospital high and wanted to hand it over to 
the Government, The workers did not like the idea and consulted 
the leaders of the village communities whom they had been 
serving, They offered to make contributions. So Smt. Manimala 
Choudhary and Dr. Ranade went around in their bullock cart 
collecting Jowar at the harvest time. Every one gave as much a3 
he liked or could afford. From this was born the concept of 
‘‘Health Insurance.”” The insured were charged 25% of the 
modest hospital charges. Later on contributions were fixed in 
cash and a family could insure by paying Rs. 15 for the whole 
year. These charges were gradually raised and are now Rs. 35 /- 
per annum per family of five. 


Kasturba Health Sooiety was registered in 1964 and the 
management of the hospital was passed on to it by the Gandhi 
Smarak Nidhi along with an endowment of Rs. 10 lakhs, the 
interest of which was to meet the deficit of the hospital which 
was at Rs. 1 lakh a year then, 


The Kasturba Health Society was keen to extend compre- 
hensive health care to the villages: preventive, promotive, 
and curative, and so evolved the concept of insuring a whole 
village. In the such insured villages, people could insure by pay- 
Rs, 1 /- per head per year and were to be given a thorough check 
up along with advice end help for promotion of health, 
prevention of disease and treatment when they fell ill. The 
village panchayat could insure the village or the villages could do 
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it themselves. If 75% individuals were insured, the village was 
considered to be an insured village, 


In 1969 Kasturba Hospital became a teaching Hospital 
and the bed strength was raised to500. When Mahatma Gandhi 
Institute of Medical Sciences was started, Health Insurance of 
students, nurses, staff members and their families was instituted. 
The students and nurses were charged aflat rate and the staff 
was persed a graded charge depending on their salary. 


Some of us had always felt that it would be fair to 
all if premium was fixed according to the economic status 
of the insured. Dr. Ulhas Jajoo joined the staff of 
M.G.I.M.S. in 1977, Along with some of his enthusiastic 
students and friends he started visiting some cf the 
villages to explore how they could be made to take responsibility 
for their own health care. They worked on their own in the 
beginning. Then they saught help from Kasturba Health Society 
and linked their work with the Kasturba Hospital. The following 
pages give the fascinating story of the gropings of a group of 
idealistic young people, their experiences of walking /cyling to 
the villages, arranging meetings to make the villagers interested 
in their own health, finding out how health was regarded as a low 
priority with the village people. It is interesting to note that 
help extended in getting aloan from the bank won the team 
confidence of the villagers and served as anentry point, Thus 
the group came to realise that the health work can become 
effective only as an integral part of socio-economic development. 
Health care to the villagers meant nothing more than treatment 
of the sick. They had no idea that illness could be prevented. 
They came for treatment only when it became impossible for 
them to carry on their work, because they could not afford to 
lose their wages. They could not afford to pay even the modest 
charges of the hospital. From this thus evolved the scheme 
described in the following pages which is in vogue in 15 villages 
at present (1984). 


A village fund is collected at the harvest time (December). 
The contribution is collected in kind (Jawar) according to the 
paying capacity as judged from their land holding. From this 
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fund is paid a village health worker and an ANM. the fund 
also provides for some common drugs which are kept with the 
village health worker. A team from the hospital consisting of a 
doctor and students, visits the village once a month. The fund 
pays for the petrol charges of the visit. Cases that need hospi- 
talisation in the opinion of the doctor are admitted and treated 
free. Those who are not insured, do not get the benefit of this 
scheme, though they can get the services of the hospital like 


every one else. 


It is fascinating to read how the better off members of the 
community who joined the scheme initially could not understand 
why those who paid more should not get more benefits than those 
who paid less and dropped out of the scheme after the first year, 
but the number of the poor opting for the scheme has been on 


increase, 


As the group was involved in providing health services to 
a population below poverty line, their steps marched towards 
rational therapeutics. The last two chapters provide the glimpses 
of group’s thinking process as nurtured in practice. This part of 
the write up will be very much useful for those who are actually 


in field. 


I am sure this booklet will be of interest to all those 
interested in the health problems of rural India and also 
problems of social justice. I close this introduction by expressing 
my deep appreciation of the work done by this batch of young 
motivated idealistic young people and wish them all success. 


- DR. SUSHILA NAYAR 


Foreword: 


The child was born in 1978 and has grown to its 6th birth 
day. We have struggled, gained knowledge, realised our limita- 
tions and experienced futility of mere indoor treatment and 
teachings. There were many cross-roads but none has led to the 
end of the road. The driving force behind was compassion, but 
not of the kind which makes people seek crutches. 


Village people have learned over the years that new 
Masihas entering the village life, though they claim to be saviours 
of downtrodden, have their hidden interests of acquiring money, 
power and prestige. To wipe out this conditioned behaviour of 
the villagers, we took sometime. The genuine concern and faith 
shown by them in the project and the affection showered on us 
from time to time, are our real gains. The hapiness of creativity 
has maintained consistent endevour. If we had not done much 
good to them, at least we have shared their sorrows. 


The writings compiled here present some thoughts put 
down on paper from time to time in our striving of five years. 
They speak more of our failures, and how we have learnt lessons 
from them. We are on the right track sure, ahead lay a long way 
to tread . 


ULHAS JAJOO 


I pray to God to bless your 
hospital with a_ blessed 
emptiness. May you have no 
patients and may the village 
be so healthy as not to need 
the aid of a doctor. 


So, all I can say: the 
best service that a doctor 
can render society is to con- 
vert medical aid into a real 
social-service, to rescue it 
from the mire of glamourous 
commercialism and save it 
from becoming a commo- 
dity for sale and barter, 


Dada Dharmadhikari 


1. PUJAI: AN EXPERIENCE WITH MUD & RAIN. 


( Narrates a medical student, her experience of visiting a village Pujai. 
She was one of the those who felt that they had enough of arm-chair 
discussions and ideological debates. They therefore opted for field 
action. Like minded friends formed a group-Medico Friend Circle, They 
visited 4 villages around Sevagram, out of which one was to be selected 


for the proposed field work. 


The glimpses of rural life brought home many realities. For the 
first time they realised that the approach roads had to doa lot with 
health services. Inaccessibility of the hospital to a sick person within the 
radius of 15 Kilometers from Sevagram made them feel rather guilty. 
The sensitive souls, then vowed to a commitment. The practical consider- 
ations did not allow them to select Pujat, Though the song remained 
there unsung, the young mind echoed-**That we shall overcome some 
day,’’} 


It was a rainy day, It was our first MFC Misson. Till now 
we had spent time talking and coffee-drinking at the Mathews’ 
house, but, notwithstanding the weather, we thought it was time 
for action, time to move, 


**To choose a village, adopt it, start medical facilities there 
and graduate to something deeper, we made preliminary enquireis 
about the nearby villages and broke up into groups. My group 
opted for Pujai, as the nearby villagers could reach our Sevagram 
medical college and hospital, while pujai was 15 kms away. The 
moon landers were better prepared for they knew what to expect 
on the moon, we weren't. 


We cycled through many ‘nallas’ and when we coudn’t, 
we walked on slippery banks and through mud, but still Pujai 
was no where to be seen. When my Sandals broke and others got 
thorns in their feet, a sensible thought struck us “‘go back,”’ But 
our trip had the sanctity of a mission. After walking 5 km in 
calf deep mud, cold and drenched, we reached Pujai. 


It was a small village, relatively clean, We told them why 
we had come, how we had come. Instantaneous rapport: “come 
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again doctors. We need you. Look, you can have two rooms for 
the dispensary. Have some tea,” ‘What happens to your sick in 
these four months?’’ We asked, ‘‘When we have no transport we 
have to let them die.”’ was the answer. 


Introspection : funny ! Dying untreated within 15 km of a 
medical college. It was like trying to reach your hand out as far 
as you can but finding .it couldn't stretch enough to ring the 
bell for aid. 


Couldn’t we do something ? We experienced religious 
fervour, put our heads together at the next meeting, discussed 
the negative points for Pujai: Bad road, too far away. Got to be 
practical. Nagapur was chosen instead. Death sentence for Pujai! 


We lowered our eyes, It was as though we wanted to sing 
a song from deep within, it came to our lips and then got left 
unsung. Should it still be left unsung ? Or can something 
be done ? 


NAFISA F.KAPADIA 
4th year, Sevagram 


2. WHEN THE SEARCH BEGAN : 


(So the Medico-Friends plunged themselves in action. Being trained in 
the traditional west oriented medical culture and blissfully unaware of 
the real village situation, the group had to go through the lively experiences 
and taste success as well as failures. “Go to the people, live among them, 
love them, serve them, learn from them, start with what they know, build 
upon what they have’ was the strategy, Thus evolved a learning 
process). 


From the begining the group believed that the charitable 
services, if doled out free, may earn benevolence but will increase 
dependency in the minds of the people. So it was decided not to 
put monetary or material inputs and to utilise the available 
resources only, 


One definite advantage that Medico-Friends had was that 
the medical college itself is situated in a rural set up, thus offering 
a chance to experiment with alternative health care delivery in 
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a rural milieu. With the limited knowledge and capabilities, how 
much impact our efforts has made on the rural life is a matter of 


conjecture but this has been definitely an educative process for 
all of us. 


From Arm Chair Discussions to the Field: 


It started with a study group which tried to analyse health 
care delivery system of India, China and elsewhere. Impatient as 
the group was, it soon felt these arm chair discussions would take 
us no where. It soon became evident that we would have to work 
out and try new way in our own set up, The work-experience 
would teach us better then the discussion themselves. This 
prompted us to visit different vil'ages within a radius of about 
10 kms form Sevagram hospital. The group when it met later, 
discussed the situation and eventually narrowed down the choice 
to two villages, one aout 15 kms away without any Pakka road_ 
health services not worth the name andthe other 6 kms away 
with a culvert to cross in waist deep water during the rainy 
season, and bus service upto the neighbouring village. The 
strong arguments for and against selecting one of the villages 
followed. Eventually‘Sanity’ prevailed, and realising our 
limitations, inadequate man power and awful transport facilities, 
Nagapur- a village located 6 kms from Sevagram-was selected. 


Our entry in the village was welcomed by a leader of the 
community who collected people for a village meeting in which 
the people requested us to start a regular weekly clinic, We had 
nothing to offer but our skills. Other resources in the form of 
money for drugs, a place to run OPD, help of a village health 
worker etc, had to be raised from the community itself, Villagers 
metin our absence and discussed. When we visited them the 
following week we were told they would contribute Rs.4/- per 
family for drug-bank and meet our other stipulated needs. The 
school building was provided to run OPD. 


Experience of Work outside Hospital: 


Experiences of running such OPD were quite different 
from what we were used to in the hospital set up, People expected 
prompt cure, asked for injections, and were more satisfied with 
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costly drugs, As the drugs from OPD were sold at the cost price, 
the poorer section of the community often approached us only 
when the disease was advanced, They had a tendency to ask for 
free treatment. Some felt it was their right to get free drugs as 
they had contributed Rs.4 /- towards drug bank. The credit was 
kept pending, They did not hesitate to blame us if the treatment 
given did not provide them prompt relief. The drug bank went 
bankrupt. 


Acknowledging the failure of this system, we found out a 
way to get back the amount due. In a village meeting, we read 
out names of those against whom credit was pending. Thus being 
humiliated in public, some of them paid their dues immediately. 
In the same. village meeting, we decided to deny drug fascility 
to defaulters and to impose penalty for delay. 


As the work progressed a male village health worker was 
selected in village meeting to help us in the treatment of minor 
ailments, drug purchase, dispensing, and follow up of the treated 
patients. He was given basic training. For his remuneration we 
tried to link-up our rural work with the governments community 
health workers scheme. Inspite of repeated requests by us and a 
signed document submitted by the entire community, the person 
selected by all of us was not acceptable to the government for 
the simple reason that the said worker was 3 months younger 
than the desired age of acommunity health worker under the 
government scheme, Local ‘Dai’ also could not be taken up for 
‘Dai’ training programme of the government. We had to bow 
down before the established bureaucracy. 


Medical survey of the village revealed that of the 72 
under = five children, none was really healthy. Common diseases 
with which people came to us were gastro-enteritis, skin and 
respiratory infections. People had insanitary habit of road-side 
defeacation. There was not a single sanitary well. 


Being trained in an orthodox preventive medicine style we 
held talks on tuberculosis, leprosy, malnutrition, vitamin defici- 
encies, diarrhoea, family planning and the need of vaccination. 
People were simply not interested in these esoteric issues and their 
response to these lectures was, to put it mildly, dismal, They did 
collect to see the “CINEMA” when it wasarranged but we could 
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obviously see that the health message could not get through. 
Nutritional supplement programme to the undernourished 
children did not take roots because people were required to pay 
the cost of the food supplement. The feeding programme could 
not have been sustained without outside help. 


The subtle observations were as follows: 


-1) Utilisat:on of OPD services by the poor: 


After the decision that defaulters of credit facility should 
not be given medicines in the village clinic, we did not face the 
problem of drug bank going bankrupt, but we could certainly 
see a poor child lying at home with high fever, while the mother 
could not dare bring the child to the clinic because she did not 
have ready money to pay! 


77. Utilisation of village health workers’ services: 


For the treatment of minor ailments very few turned up 
at the village health worker’s home. They preferred to wait 
for the doctor till next weekly visit. For conducting home 
deliveries people did call the ‘Dai’, but her earnest cal! for 
regular antenatal cheek up was rarely heeded. 


711. Vaccination coverage: 


Inspite of all efforts, not more than 40”, of the vaccination 
target fixed by the group could be fulfilled. One child developed 
fulminatating BCG reaction and few others febrile reaction to 
triple vaccine, This gave a set bick to the mass vaccination 
compaign. Our insistance to make them pay for the Polio-vaecine 
resulted in very poor coverage. 


7V. Sanitary measures: 


Only two soakage pits could be constructed. None accepted 
the sanitary latrines. Attempts to repair the community well 
proved futile as Gram-Panchayat members were not keen and 
people could not force them to make Gram-Panchayat funds 
available, We tried to understand the basis for the concept of 
open-air defeacation by the side of approach road, Answers were 
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interesting if not exactly amusing. People said, “It is the only safe 
place during night, because the approach road has street lights,”’ 
“It is the best place in rainy season, There is knee deep mud 
elsewhere, it is the nearest and the safest place.” ‘‘We do not 
have Rs.250/- to spend on latrine construction.”” Many doubted 
whether they will move bowel satisfactorily if they were to ease 
in a covered place. The housewives were not atall willing to 
install latrines because they will have to shoulder the extra burden 
of fetching more water from the well to keep those latrines clean, 
Males in the rural houses hardly ever shoulder this responsibility. 
The community latrines is no body’s property, and hence it was 
foolish to think that the community latrine would be kept clean, 


Inside the Medical College: 


The group meanwhile met once a month to discuss topics 
related to village work such as malnutrition. (The myth of the 
protein gap), demand of tonics by the people(tonics how much of 
an economic waste) ; huge cost of allopathic medicine (doctors 
in drng industry’s pocket); growing population and poverty 
(population explosion); alternative employment (Khadi, rural 
industries and their relevance today) etc, We tried to circulate 
our notes among the staff members of our college, to share with 
them our concerns and conclusions. 


At the next indoor meeting of the group, we evaluated our 
approach, and introspected why success still eluded us. The deep 
socio-economic and political roots of the community health 
problems were indentified through a series of indoor discussions 
based on field visits. It was difficult to escape the unfortunate 
conclusion that the concept of prevention of disease and promotion 
of healh did not appeal to the people because: |) there is not 
much that can be done effectively in a low socio-economic setting 
without depending on additional inputs and I1) health is not the 
priority need of the people. Rural folk are totally involved in 
making twoends meet. Therefore, health activity which cannot 
show immediate results, does not make relevance to the poor man. 


Touch Their falt Needs and See: 


Meanwhile one day on our way back from the dispensary, 
a villager approached us, trying to seek help for getting a bank 
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loan. The bank agent did not sign his papers because he expected 
a share in it. We took up that matter, approached the higher 
authority of the bank and through our mediation eight people in 
the village got loans early. After this episode more and more 
people came to us with their problems, some for electric lines 
and some for water pumps, others for cross breed cows 
and some others in connection with their local disputes. Our 
involvement in their priority problems obviously earned 
credibility, We did not now require any film show to collect 
people for such issuses, An announcement was enough to call 
them together and discussions went on at times past midnight. 


Village fund : 


Realising that a poor family cannot afford the much 
needed medical treatment for an unforeseeu illness, we decided 
to collect a village fund to be utilised for them. At a village 
meeting all agreed to contribute 2 Paya/i (2.5 kg.) of Jawar per 
acre of land holding, Those who were landless, contributed 
according to their capacity. We succeeded in collecting contri- 
bution from 90% of the villagers, in the first year. The funds 
were utilised for the dispensary, electric connection, an examina- 
tioa table, a small library and for some equipments to start a 
Balwadi (kindergaten). However, experience of the following 
years was something different. 


Contribution towards village fund by the people of different 


Socio-Economic Grades 


Socio-economic Grade? Total contribution 
I II III lV VV (Jawar in Qus) 


Total families 18 16 19 7 10 _ 
Contributor 

families 

1978 16 15 17 6 7 13.9 
1979 ) 13 eI 3 s 90 


1980 8 11 10 5 10) 85 


{Grade - I 
Grade - II 
Grade -III 
Grade -IV 


Grade -— V 
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Families who employ labourer on yearly contract 
(SALDAR) for agricultural work. 

Families who own irrigated land and a pair of 
bullocks, but do not employ SALDAR. 

Families who own unirrigated land and a pair of 
bullocks but do not employ SALDAR. 

Families who own land but neither employ SAL- 
DAR nor have bullocks. 

Landless labourer 

Any other additional occupation raises the econo- 
mic grade by one, 


The data of three years revealed that contribution to- 
wards village fund dropped slowly over the years. The drop outs 
were from richer community members who tried to calculate the 
cost benefits for their contribution. They were not treated as 
‘‘more equals’’ and, therefore, they drifted away from the bene- 
volence which they exhibited initially by accepting the idea of 
graded contribution i.e. more contribution by the rich commu- 
nity. However, the landless labourer group has participated 
increasingly over the successive years. This was a lesson for us. 


What did we learn ? 


1) Our medical education in the hospital is inadequate to 
equip us with the skills required in the rural setting. 


2) Socio-economic factors (poverty) and political frame-work 
of the existing society are major obstacles in the develop- 
ment of approp‘iate medical care, a field about which we 
are kept ignorant during our medical education. 


3) Medical problems are not the priority need of the people. 


4) The awkward looking behaviour of most of the people is the 
natural reaction in their environment. Inability to under- 
stand their environment is chiefly responsible for the big 
communication gap between them and we-the educated. 


5) Ina poor socio-economic setting, idea of self reliance in 
health care activities is a myth. The poor community has 
to depend on someone from outside, may be a voluntary 
agency or the state. 
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6) Community participation in health care is more preached 


than practiced. Those 
who claim it, either 
do not understand 
what community 
participation means 
or are telling a 
blatant lie mostly for 
collecting funds on 
which they so heavily 
depend, Collecting 
people to dole out a 
gift, which they have never dreamt of, can not be called 
community participation, 


Community Z 
ParTicipation | RE 


Community participation in fact emerges from intrinsic 
desire to achieve the common good by mass action. The desire of 
self-help stems from the need and the intensity with which it is 
felt by the community in general. With the majority of Indian 
population below poverty line ; food, employment and education 
come before health, Health needs rank low in their priority list. 
To expect community participation and self reliance in health 
care in an unorganised sector, on an issue of low priority indi- 
cates ignorance of the social situation. 
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3. TOWARDS AN APPROPRIATE STRATEGY 


(Nagapur became the group’s experimental laboratory. The learning 
process gave birth to an appropriate strategy, a strategy which reaches to 
the poor, which involves people, which does not make the people depend- 
dent and which attempts to raise resources locally. In essence, the 
strategy builds a new health delivery system, in which health facilities 
are preferentially accessible to the poor, The beneficiary contributes to- 
wards health services according to his paying capacity but the facilities 
are to be extended according to his need). 


However much one may speak of an egalitarean society 


stratification will 
always exist. The 
difference between 


‘haves’ and ‘have- 
nots’ can at the most 
be minimised; it 
cannot be all together 
wiped out. Those 
who are better placed 


HAVES HAVE -NOTS 


are in the minority 


but utilise the available health services to the maximum 
And for the remaining 
eae vast majority, demand 
- / for medical facility 
becomes a cry for the 


Su : 
APPRORRIATE moon. If the health 
TECHNOLOGY services are to be uti- 


lised equally by all, 
the system should be 
so moulded that it 


remains accessible equally to both the groups of population, 


How can one achieve this goal ? A proper distribution of 
available resources calls for restraining those who over-utilise 
them and facilitating the use for other who under-utilise the 
health services. But such distinction becomes very difficult 
when a sick person (whether rich or poor) comes to the hospital. 
Human considerations justify all earnest attempts to save 


i] 


the life, however much it may cost. Op the other hand with 
limited resources at our disposal, sheer cost benefit rationale 
demands sacrificing one life for the sake of saving a hundred 
others. Lack of rationality in the administrative set up of almost 
all medical institutions is responsible for diversion of 80% of 
health expenditures of India to a few urban hospitals which have 
intensive coronary care units, dialysis centres, sophisticated 
cardiac surgery units, cancer institutes and so many other 
facilities, while the major chunk of population lives even 
without adequate primary health care. 


Even if one accepts in principle to implement this 
rationality in the health services, suitable alternative approaches 
need to be tried and evolved in the field. In India an impressive 
number of charitable hospitals and dispensaries offer low cost or 
free medical services to the poor. Many people in need have 
therefore been able to obtain what amounts to a health service, 
But it is deficient because the funds and staff available are never 
in practice adequate to meet the enormous human needs, More- 
over the patients tend to be corrupted by depending solely on 
charity. A few contributory health insurance schemes have been 
successfully initiated by voluntary organisations in the organised 
jabour’sector, particularly in towns, We are not aware of any 
successful scheme among the unorganised rural poor, to serve as 
model for wider application 


Initiation and development : 


A small episode has stuck in our memory as characteristic 
of the village atmosphere during the feverish months of our 
initial activity in Nagapur dispensary, One day a mother brought 
her sick child suffering from bronchopneumonia. The cost of the 
medicines prescribed was about Rs. 15/= (US$ 1.50), The 
mother did not have enough money to meet sucha pill, and 
asked for time to pay within a week-a promise which she 
obviously didn’t keep, We agreed, because of the child’s need 
and later granted credit in similar deserving cases. 


Defaulting in repayment led to stopping credit facility. 
Refusal to grant credit even in daserving cases ultimately 
resulted in accruing benefits to the better off farmers only. 
Instead of providing medical help for sick children in poor 
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families and others in real need, the data showed that we were 
mainly treating the minor illnesses of those who could afford to 
go to the local hospital 5 kms away (Table - 1). So we again sat 


TABLE 1 


Utilisation of Out-Patients services in village clinic of Nagpur 


ee CC 


Soc, Eco. Total Insured Village Clinic Clinic Attendance 


Grade popu- Popula- attendance per insured popu- 
lation tion ava- lation 
iling services 

1. Farmers 398 250 434 1.74 
2. Marginal 

Farmers 76 52 39 0.75 

& Wage 

Earners 


with the villagers, in an attempt to evaluate our services, The 
idea of the community contributing money in an insurance scheme 
according to each individual’s capacity to pay was accepted. 
There was general agreement that, to be accessible to the poor, 
health service must be free at least for acute unforeseen illnesses. 
It was therefore decided to establish and administer a village 
fund for medical treatment, based on contributions in kind to be 
collected at harvest-time, The contributions, it was agreed, should 
vary according to land ownership and wage. Farmers would 
contribute 2 paya/i (2.5 kg) of sorghum per acre and wage- 
earners a flat rate of 4 paya/i. Any one who had additional! 
sources of income would contribute 4 payali more. Non-contri- 
butors would be excluded from free treatment, 


When the harvest was being gathered in, we went from house 
to house tocollectthe promised contribution, We were aghast. 
The most active and enthusiastic supporters of the village health 
insurance scheme were conspicuous by their absence. During our 
second visit we experienced similar evasions or excuses. By the 
fourth visit it was obvious that the richer villagers had decided 
not to support the scheme. 


In the end, the total contribution collected fell short of 
the funds required for the drug bank. So, for that year, we had 
to rely on free medicine samples. At the end of the 2nd year our 
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analysis of dispensary data showed that 95%, of the illnesses 
treated were in the category of self limiting diseases that could 
be treated by a village health worker such as - upper respiratory 
infection, viral fever, gastrointestinal infections etc. Other 
patients needed expensive medicines (mostly antibiotics) and 
hospitalisation, We therefore concluded that rural health services, 
which cater for those who cannot afford to pay as well as_ those 
who can, cannot be totally self-realiant. We also realised that a 
dispensary such as ours, needs to be run in association with a 
central hospital, to which patients with acute illnesses can be sent. 


From the 3rd year the village dispensary was linked with 
Sevagram hospital for referral and free hospital admissions. But 
we still had new lessons to learn, A pregnant woman, for instance, 
was admitted a month prior to delivery because she complained 
of recurrent abdominal pains. Normal work up notwithstanding: 
the husband expected us to give her free food and treatment till 
she delivers i. e. two more months. Others used admission as a 
convenient alibi for avoiding court summons. And few (compa- 
ssionate(!) relatives got a paraplegic admitted in the hospital, 
and promptly took a clean pair of heels ! 


Bitter experienccs as these were, then made us change our 
criteria for admission. We continued to deal with acute and 
emergency cases free, funded from insurauce contributions, but 
started charging 25% of the hospital bill for normal deliveries and 
chronic illnesses, eg. cataract, hernia old polio etc. We made 
changes in the village dispensary too, We handed over responsi- 
bility for running it to a village health worker, who was provided 
with an adquate drug kit. We supported him by providing the 
services once a month of a mobile health team consisting of a 
doctor and a woman assistant for maternal and child health care. 


In the 4th and 5th years of our work, based on this 
operational link between a village health worker and a mobile 
health team, financed in part by village contributions in kind 
this insurance scheme was extended to twelve villages. We 
have made special arrangements to ensure timely referrals to 
hospital. And, in addition to the clinical work of the dispensaries, 
we routinely weigh children under 5, and have undertaken mass 
immunisation programmes. 


14 


Our operational records vividly reveal that it took some 
time for villagers to trust us (See Table- 2) and that this kind 
of primary health services is cheap to operate (Table-=3 ). 


TABLE - 2 


Health Insurance coverage in Nagapur and Mandavgarh 
villages 


Year Total %coveage for healnh Village contributions 
population insurance in kind (kg) 


By popu- By labourers 
lation and marginal 


farmers 
1. 1192 46.5 36 1573 
2. 12t1 60.6 74 1916 
1239 105 78 2416 


The total number of hospital admissions increased in 
proportion to the number of people insured. This suggests that 
the services available in the hospital are used if patients can 
afford them. The average length of stay in the hosital was 6 days. 


EVALUATION AND COST ANALYSIS 


It is difficult to calculate the amount that Sevagram 
hospital spends on our scheme for indoor admissions, It is attached 
to a medical college and being a teaching and research oriented 
organisation, it has different costings and admissson policies from 
those relevent purely toa service oriented hospital, But the cost 
analysis for 1983-84, given in Table - 3 leads to the following 
conslusions-which we hope will be of interest to others involved 
in improving rural health services. 


L Contributions in kind provided 86.7% of the money 
required to finance the village health worker, his drug kit, 
the antenatal assistant, and fuel expenses for the mobile 
health team, 


2. The health insurance scheme subsidised the cost of each 
hospital admission by Rs. 18.5 (US § 1.85). 
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3, This rural health service (excluding hospital admissions) 
cost us as little as Rs. 2 (US § 0.2) per head to run. 


The Government of India has 


budgeted to 


spend 


27.86 Rs, (§ 2.8) towards per capita public health expenditure 
(1981-82 figures). We believe earnestly that much improved 
health services, which have the benefit of involving villagers 
as contributory participants, can be provided within existing 
resources, if a new medical strategy is planned and implemented. 


TABLE - 3 


Cost analysis of year 1983-84 


Total population covered (in twelve villages) 


Total number of hospital admissions 
Income 


Contribution towards health insurance. 
Recovery from hospital admissions from 
— Non-insured patients. 
— Insured patients 
(paying 25% of hospital bill 
for chronic-old illness) 


Expenditure : 


— Honorarium for village health worker 
(35% of village contribution towards 
health-insurances), 
— Village drug kit (at Rs. 30/ month) 
— Fuel charges for the monthly visit 
of the mobile health team (at Rs. | / KM 
for an average run of 15 KM per village). 
~ Salary of ANM (at Rs. 700 per month 
covering 12 villages). 


Balance remaining with the hospital = 
Average subsidy to the hospital per 
admission (total of 425 admission) 


— 


10,297 
425 
_ Rs. 
18526 


6774 


3932 
29232 


6484 
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4. ROLE OF VILLAGE HEALTH WORKER 


The Slogans of “Primary Health Care’ seem to be currently wu 
vogue, India tried to ape China by importing the the concept of bare- 
foot doctors, something like trying to fit a cog in new machine. Drums 
were beaten to popularise Government’s concern towards the people. The 
social milieu was forgotten. Consquently, community health worker scheme 
met with failures. 


Disillusioned by our grand failures to create medical eutopia and 
based on our field experience, we have tried to analyse role of a village 


health worker tn existing social structure, 


David Werner in ‘“VHW, Lackey or Liberator (MFC Bull- 
etin Jan,!980) has brought out comparison of the doctor and the 
village health worker(VHW). The appropriate future role of a 
doctor, according ,to the author is on a ‘tap’ (not on top), as an 
auxiliary tothe VHW, helping to teach him /her more medica} 
skills and of attending referrals at the VHW’s request(for the 2-3% 
of cases that are beyond the VHW’s limit), VHW has been 
recognised as the key member of the health team, is the doctor’s 
equal and one who assumes leadership of health care activities in 
the village, but relies on advices, support and referral assistance 
from the doctor when he /she needs it. 


Our experience with village health worker in Nagapur 
village is different. A male, matriculate, 30 year old village youth 
was selected by a Gram-Sabha (village meeting) for village 
medical work. He used to bring drugs from the market, dispense 
them and keep the record. He wus paid nominally through village 
fund. He was taught treatment of common ailments. 


His locus-standi asa doctor was always suspect. People 
preferred to be examined and treated by the qualified doctor even 
forcommon ailments. He could not command faith of a healer, 
Try hard as he might, people lent deaf ears to his suggestions on 
sanitation and nutrition. 


These suggestions proved irrelevant in existing proverty. We 
could not offer him aclerical job as per his expectations. Few 
months later he started his**‘Pan Shop”’ in the city nearby. Natu- 
rally he did not have much time left to play his village health 
worker’s rolc, Sadder but wiser as we became from this experience, 
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we were forced to think that village health worker should be a 
less educated or an uneducated person who is less likely to leave 
his village. 

Accordingly we then selected ‘Dai’ from that community 
as village health worker. She was illiterate, could not undertake 
the responsibity of purchasing drugs from the Wardha town, 
or collecting pending dues, keeping records or collecting Jawar 
in harvest season. She found it difficult to freely communicate 
with male members of the society, Her acceptability as a healer 
was much less than her predecessor. She was called for conducting 
deliveries and for post partum care basically because it was consi- 
dered a filthy Job which the mother or mother in law at home 
did not like to do. We once again met ablind alley, and were 
forced to rethink with regard to the criteria of selection of a 
village health worker and their role in our rural set up. 


Selection of village heath worker: 


It is often quoted that a VHW should be selected by the 
community. In a village meeting, when one tries to get a 
consensus voice, the participation is dominated by the vocal 
affluents, whose opinion cannot be considered as Vox-Populi, 
All the members of the community never turn up for the 
meeting. These vocal people try to select some one of their 
interest and the real needy community remains silent. As the 
maternal care during delivery is supposed to bea filthy job, 
the educated and the high caste candidate does not volunteer for 
Dai’s work. The low caste uneducated worker, unless backed by 
medical team (this includes the referral hospital), is not respected 
by the village folk. The insistence that the VHW should 
be selected by the community is too much of a preaching 
rhetoric, impractial in reality, What matters is the selection a 
less educated VHW from the poor section of community by the 
doctor himself who sees potentialities in the candiate to carry 
on the work as expected. 


Acceptability of VHW by the Community : 


Merely being a son of the soil does not make a person 
acceptable for VHW’s role, specifically if the VHW happens to 
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be poor, born and brought in a low caste family. Acceptability 
is directly related to the benefits that accrue through the VHW. 
VHW by him/herself can not offer much. Thus in practice, 
acceptability, of VHW depends on how much the medical team 
(who provides these benefits) strongly supports him/her as a 
link between community and the health delivery system. If the 
benefts are channelised through VHW and they are such that 
they appeal to the people, then only VHW is accepted. 
Curative role that the VHW can perform is minimal (mild 
gastroententeritis, short-term fever, skin infection; upper 
respiratory infections etc), which alone can not confer much 
acceptability on him. If drugs doled out by VHW are not 
free, then aecepability of curative role further sinks down. It 
is but natural for any one that he would like to consult medical 
man for his illness. Psychological satisfaction of being treated 
by the right hands has a lot to add to symptoms relief. At least 
patient’s soul will rest in peace if he dies at the hands of an 
expert! Thus it very difficult for the VHW to earn the respect 
of the village fraterenity. Our initial experience bears eloquent 
testimony to this, 


Plausible as it may sound, that 95% of self limiting illne- 
sses are locally treatable, that they require only symptomatic 
short term refief with simple drugs which a village health worker 
can give. What matters most in prctice is whether the remaing 5% 
can be picked up in time and referred to a proper place. 
Occasional deaths due to delayed recongnition of the seriousness 
of illness may not be significant for a statisticion but is a 
hundred percent loss for the family. It is treatment of these 
5% illnesses which earn credibility for the healer. People very 
well know that they will have to knock some one else’s door 
for a seriouss illness. Village health worker is not regarded as 
an expert but a liaison person who facilitates dialogue with 
the expert. 


Incentive to VHW for quality of Performance: 


The incentive for putting soul in any endeavour can be 
money, materil, prestige, power or enjoyment of creativity. The 
last is out of question for a poor and low caste VHW whois trying 
to find out his /her own indentity today, struggling to make two 
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ends meet. Prestige and power attacct those whose minimal basic 
necessities are satisfied. Thus in pratice, it is the money /material 
incentive whieh dominates the picture. If the VHW is paid by 
the medical team(as is seen in most of the health projects) the 
VHW is then responsidle to the team and not to the community 
unless the team is receptive to the feed back from the “real 


community’’. It is therefore obligatory that VHW should de paid 
by the community. 


One way could be collecting service charges from the 
beneficiaries. It may be possible only for the felt health needs. 
The need can not be created, It does not come from vaccum, It 
has to exist. Wherever need exists people will pay the charges. 
The community health work expected from VHW being more 
preventive, promotive and educative, it is too naive to imagine 
that people will pay for such services. The amount so collected 
is also not enough to satisfy VHW’s bare minimum expectations, 


What we found to be more feasible was to set aside a fixed 
quantum of village fund (35%) as village health worker’s yearly 
remuneration, out of which 20% is given in the beginning of year 
while 15% is given at the end of the year depending on his /her 
performance which is decided in a village meeting in the pre- 
sence of the visiting health team members. This provides them a 
personal incentive to insure maximum people under the health 
insurence scheme (so that his 35% share will increase) and also 
ensures quality of performance. 


The Role of VHW: 


With the above hard facts in mind, I see VHW, as a link 
between the community and the medical team, He can be advan- 
tageously used in i) imparting health education ii) offering treat- 
ment for specified mild illnesses iii) quick referral of serious ill- 
nesses to ths doctor, iv) conducting home deliveries in cases 
declared normal by the doctor in regular ANC check up 
v) running MCH clinic and vi) assisting medical team in al] other 
activities. It is imperative that the medical team should offer full 
backing to the VHW and should refuse to see patients when they 
come directly to the medical team. VHW cannot be the doctor's 
equal at least in curative services. VHW’s limitations in the 
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existing social structure must be realised and only specific fres- 
ponsibilities should be given to him. All his functions have to be 
under the close supervision of the medical team. 


The 90% perspiration of VHW must be backed up by 10% 
inspiration from medical team, To create, build, connect and 
construct...., there are many things for a VHW to do. But to 
inspire him for qualitative performance, it is difficult to resist the 
temptation of concluding that some financial reward must come 
from society. When a common man contributes towards the 
remuneration of VHW, he also sees that the facilities which 
should percolate through the VHW must reach him, and if he 
fails to get them, be becomes vociferons and shakes off his 
apathy and comes out aloud to fights for his right (he has paid 
for’ it-2), 


The prestige and power incentives that a VHW gets can 
be supplemented with the backing of medical team. In the 
process some VHWs may enjoy satisfaction of creative work as 
well as personal advancement. 
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5. HEALTH EDUCATION Vis-A-Vis Stark realities 


Most of us, who are engaged in providing primary health 
care to the needy, consciously or subconsciously nurture a_ naive 
motion that what ails the community health is the ignorance of 
village folk and that if there are sincere attempts to inform the 
Scientific know-how, the bulk of community health problems 
will find their solution. In bubbling enthusiasm and idealism 
often we start giving sermons and start preaching preconceived 
solutions to illiterate and ignorant (our emphasis) masses. The 
sermons get boomeranged only to sow utter frustration in the 


enthusiastic minds and we murmur — ‘*You can take horse to the 
water but...,..” 


Example narrated below comes from our field experience. 


TWOIS ENOUGH, THREE IS BURDEN 


“India has recorded remarkable progress in food grain 
production but Alas! the human over-production has devoured 
all the gains” is an often quoted slogan by the planners and 
urban elites, Accordingly government policies bank upon 
restricting family size with the top priority. Vast resources are 
mobilized for family planning compaign. All possible medias are 
utilised to carry this massage to the rural poor-after all they 
account for 80% of India’s population! The targets are laid down 
for tubectomies, vasectomies, I. U. C. Ds. The various incentives 
are offered, direct - indirect, compulsions too ! 


We thought it our sacred duty to educate rural folk and 
promote them for small family norm. A CINEMA was arranged- 
lucidly demonstrating benefits of a small family. Posters were 


‘pasted on the walls, the target group was identified and personally 


visited, Vehicle facility to the hospital and back home was 
offered. Personal attention during hospitalisation and total share 
in the promotor’s incentive was assured. Our sky-high expecta- 
tions crumblled when we did not fiind any one turning up on our 
persuation. 


We did not blame the village folk and tried to understand 
why they did not seek our advice. Kalawati Bhoyar-—a mother 
of 6 kids — all girls ~ asked us bluntly “Will you support us when 
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we get old?’”? Chandrabhan Shende who has been blessed with a 
son and a daughter, the younger one three year old now - an 
ideal candidate to be subjected to surgery - enriched our know- 
ledge - ‘“‘Doctor, have you seen a bullock cart with only one 
bullock ? You need at least a pair, if one succumbs, at least the 
other will drag the cart on.’’ It then occurred to us that as a 
security against unexpected calamity (occurrence of which is very 
high in underfives - thanks to execllent health services!) it is 
natural that one will like to be on the safer side. Analysis of the 
data from these villages revealed none accepted permanent 
sterilisation with only female kids, Only 1.32% couples accepted 
sterilisation with one male child, that too when they had waited 
for second male child at least for three more issues and at the 
end subjected themselves to surgery cursing the God for not 
fulfilling their desire, Other conveniently blamed - the spouse 
for the same! 


Zama Ambulkar has some thing more to teach us — ““We 
want more kids doctor, they are an asset to an agriculturist like 
me. Labour is too costly these days, I need dependable manpower 
to help me.” 


The entire exercise taught us that unless underfive morta- 
lity is reduced, unless security for the old age is provided and 
unless agriculture becomes profitable, any amount of propon- 
ganda and wishful thinking or incentives will not convince the 
poor village folk about the benefits of small family size. 


“THE SATAVI” (Evil Spirit) 


Undernutrition has the greatest share in underfive morta- 
lity. The rural folk consider it curse of an evil spirit - SATAVI, 
for which there can not be a remedy in the modern science, the 
only hope is in the worship. In the process an exorcist finds his 
bread and butter. 


House to house survey revealed almost all below their 
expected weight and those severely malnourished were all girls! 
We took up an educative compaign. A slide show demonstrated 
various signs and symptoms of malnutrition and how they are 
similar to the SATAVI they observe. We emphasised - ‘‘it is 
poor nutrition to be blamed and not the evil spirit. A child 
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should get balanced diet, Milk is the best food. Do not forget 
green vegetables and fruits. Use oil freely — it is a high energy 


source, Eggs are preferable. See that child gets food at least 5 
times a day.”’ 


For vivid case demonstration we selected 5 kids, all from 
landless families, all girls, and started on the spot feeding with a 
supplementary food providing 300-400 calories every day - that 
is what ICMR suggests. 

To our disgust, kids did not show weight gain as expected. 
It was a rude shock-a loosing battle. Wo’nt people laugh at us ? 


we went house to house and inquired carefully the amount 
of food child was receiving at home prior to supplementary feeding 
programme, Does the child receive the same amount now ? We 
got the answer — our’s was no more a supplementary food but it 
substituted whatever child was getting at home. With the 
assurance that child will get it’s share any way under the feeding 
programme, mother preferred to save and divert the home food 
to other kids! 

We reached a logical conclusion that the mother should 
make special efforts to assure adequate quality food to the 
malnourished child. Henceforth we banged on mother’s education 
— trying to convince her who else will care for the child if not she. 


The ball was in the other court now — We at the receiving 
end. Mothers had a lot to teach us “‘We do not have cattle, milk 
sold in the village is diluted and sold at exhorbitant cost- we 
cannot afford. Eggs, oil, sugar, vegetables, fruits all are in the 
same run. Do you know doctor - oil costs Rs. 20/- per litre. 
sugar Rs. 6 /— a kg ? Jawar Roti and Dal are the only things we 
can offer to our children.” 

We needed nothing more to convince us that the ev// spirit 
of poverty was the principal cause of malnutrition — an illness 
for which science cannot offer solution. Weren’t the villagers dead 
right about their concept of this illness ! 


‘Okay ! forget eggs, milk, sugar, vegetables ; why not make 
SATU (a pulse + cereal mixture)” 

‘It causes diarrhoea, doctor!” 

‘What about ripe banana ?” 

“Will it not give common cold to our kids !”’ 


‘How about sweatening food with Jaggery ?” 
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‘Who will take care of worms there ?’’ 
We were helpless ! 


SANITATION : : 


You enter any village in early morning hours, you will find 
village women, parading with a Lota (water vessel) in hand (going 
for defeacation), saluting you on both sides of the approach 
road, The filthy habit (our emphasis) makes you preech— “‘Use 
latrines. Don’t you fee] ashamed ? It spreads infection, harms 
every one.” They nod in acceptance but no one comes forward 
to build latrine. ‘‘Never mind, if you find it costly we will sub- 
sidise it”? No response. “Okay, we will contruct community 
latrines for you.’’ No one uses them. It remains more insanitary 
than road-side defeacation. It is no body’s property. No one 
cares to keep it cleam. One feels like smashing one’s head across 
the wall! 

And then a Grand Ma of the village opens up with real 
answers — ‘‘My son, who will fetch water from a kilometer to keep 
the latrines clean ? Water is a precious commodity. Men folk do 
not heip in fetching water.” “‘Road side is the only dry place in 
rainy season, it is safe in the night hours.” We _ were 
dumbfounded. 


Summary 
‘‘Who is uneducated ? Who needs education? Are these 
behaviours irrational ? What will you do if you happen to live in 


those living conditions ?’’ These were the questions that we asked 
ourselves. 


The villagers were really right. We lack knowledge, It 
speaks of our ignorance of the social situation, A tubular vision 
of ascientist, sitting on ivory towers has to have same fate. 
Health education so imparted is totally irrelevant. 

We come from urbanised, educated, middle class back- 
ground. Our innate need of food and shelter is met and therefore 
we think of other priorities-education, sanitation, health etc. The 
poor village folk who do not get square meal a day are searching 
for their own identity in a competitive exploitative social 
structure. Immediate existence is first priority than preventing 


future calamity. They are lost in present therefore can not forsee 
the future. Health education must be viewed in this context. 


a 


Waste water will find its way now in the soak-pit. 
It’s not a dole, 40°,, material cost is born by the 
beneficiary. 


pian sittings acl, fe spi pe oft re 


acetal Aine rire rym giioapiiinds: ne. 


Chandrabhan Shende - a landless - accepted the 


challange and is now on feet with dairy 
to support. 


We bothered for them. A small ball-baring 
fitted to the pulley has cut down 
woman’s druggary. 
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6. TOWARDS ECONOMIC DEVELOPMENT : 


Poverty is the greatest sin. To live, and, even to die with 
dignity, is a luxury permitted to few. The root cause of two major 
killer diseases in children-diarrhoea and respiratory infections—is 
the underlying malnu- 
trition, an _ illness 
which can not be 
treated by drugs but 
by adequate food. Un- 
tiring and = enthn- 
siastic management of 
these killer diseases in 
the hospitals without 


trying to attack the 


social sin— Poverty - 
is something like 
attempting to mop the floor with the water-tap is wide open 
above. A community health worker has to be involved in such 
‘non health’ issues, 


We took pains to sit down with the farmers individually 
and in groups, calculating their income of the last three years, 
and found the majority of them incurring perpetual loss. Hardly 
5% of the families own economic land holdings. Water resources 
are scarce. The vagaries of monsoon ditches them at least once in 
three years. Irrigated land requires heavy investment, which 
a farmer finds hard to make. He cannot get loan from the banks 
due to pending (old) debts. The support prices of the products 
offered by the goernment are not rewarding. As if this is not 
enough, he is left at the mercy of the fluctuating market, 


An earnest attempt of ours to establish a spinning centre 
(Ambar Charakha) breathed its last within two years, bacause 
it did not provide on an average even Rs. 3/~ per day as wages, 
leave apart the problems of getting the cloth woven and 
marketing it. 


4 
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The cost-analysis of other possible cottage industry 
projects-be it soap making, PICKLES & PAPPAD making, 
AGARBATTI making, poultry etc. revealed that these alterna” 
tive sources of income can not survive in the competitive market 
in absence of government protection. 


We thought that dairy industry may subsist inspite of all 
odds, merely because the government assures ready market 
through its milk scheme. A low support price for the milk 
necessitated shift to high yielding breeds (cross breed cows), at 
the cost of increasing need of veternary medical services, availa- 
bility of green fodder and huge initial investment-all beyond the 
reach of a poor villager. 


Strange thought it may seem, the only employment we 
could see flourishing in some peri-urban villages was that cf 
distillaries of illicit liquor, Obviously we couldn’t boost the booze 
business. 


At the end, we had to restrain our enthusiatic minds by 
painful realisation that until there is government protection for 
the agro-based cottage industry, individual attempts to raise 
economic standard of the rural poor by suggesting alternative 
village based industry will not go far. 
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7. TOWARDS PEOPLE’S AWARENESS: 


Human development, the ultimate goal of all community 
services, encompasses the comprehensive approach towards 
people’s problems. A field worker in community medicine cannot 
shy away from the burning issues like poverty, unemployment 
illiteracy, and male dominance etc. all of which stem from ine. 
quality in different walks of life. 


The human relationship and credibility established through 
health services offers an opportunity for a medical man to take up 
role of a socio-political eductor. He should leave no stone un- 
turned in educating people about the exploiting roots of the 
burning realities. Health services provide a rapport on continuous 
basis. The educator has to keep his eyes wide open and to hig 
the iron when it is hot, i. e, as and when issues of social signi- 
ficance crop up. It is hoped that this politicised behaviour will 
pave the way to fight for human rights, 


It is very difficnlt to express what we could do on these 
lines. The educative posters and slides that we prepared probably 
will give a glimpse of our deeds, 
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8. TOWARDS APPROPRIATE RESEARCHES 


(Man’s quest for knowledge has given birth to innumerable scientific 
achievements. It has to its credit all the material luxury that human race 
enjoys, Scientific developments have to be harnessed for human welfare. 
In his morbid mania of making scientific research, the human wel fare 18 
often the cruel casualty. Misdirected passion, if unabated, can lead the 
human race to disaster.) 

Man is asocial animal who lives in a stratified socia] 
structure. Unegali- 
tarian as our societies 
are, the priorities of 
different strata in a 
given society vary 
widely. The selection 
of an area of research, 
if it does not aim at 
the priorities of the 
downtrodden, helps 
only the exploitative 
processes in widening 
the gulf between the 
rich and the _ poor. 


Quite often such scientific researches as are undertaken, are 
justified and glorified on human grounds, catering for needs of a 
minority and well to do section of the society while the areas of 
concern affecting the vast majority, remain untouched. 


Equipped with very limited resources, we have to define 
our areas for research as related to the rural priorities. Blind 
aping of the west will lead us no where, If researches are 
considered the by product of service oriented work, most of the 
problems facing us will find their answers. The lines that follow 
provide summary of the researches we took up. 


i. Measles Epidemic in a Rural Community : 


Measles is the most common vaccine preventable illness as 
well as the most common preventable death in preschool children. 
Measle epidemic which swept the village of Barbadi from 26.1.82 
to 10.8.1982 involving 113 children (attack rate 57%) provided an 


29 
Opportunity for us to study the pattern of disease in a rural field 
Situation. Interesting observations stood out are as follows: 


Median age for measles was 3 years, Toddlers between 6 
to 9 months also bore the brunt of attack (71.4% ). High attach 
rate in children from 6 months to 8 months of age group 
suggests short lasting protective effect of transplacentally trans- 
ferred antibodies, a finding which needs to be substantited with 
serological studies before one suggests reduction in age of 
measles vaccination to 6 months, All odds not withstanding high 
attack rate, significant morbidity, inadequate treatment 
facilities and rampant malnutrition-case fatality was nill, which 
hints at the mild mannered measles in this milieu, 


(Indian Journal af Public Health 1984) 


2. Feasibility of Measles Vaccine: 


301 susceptible children between 9 months to 59 months 
of age from villages around Sevagram were immunised against 
measles with the live-attenuated Schwarz Strain. Using cluster 
approrach, 95% coverage was achieved, Follow up for next i5 
days by a village health worker revealed mild reactions to vaccine 
in 80 (23.25%). Upper respiratory cattarh with or without fever 
was the commonest finding. Measles like rash wasa rare finding 
(only in two childrn), Acute allergic edema of the vaccinated 
limb within |2 hours of vaccination and rapid response to anti- 
histaminics was interesting observation in one child. By and large 
duration of postvaccinal illness was confined to 3-4 days. 


Thus considering 95% coverage with a single dose vaccine 
and mild nature of reactions—we feel, measles vaccine can easily 
be accepted in rural India. 

(Ind. J. of Paediatr. 50: 379-381, 1983). 


3, Annual Cluster (Pulse) Immunisation: 


Low priority for preventive health needs coupled with 
unawareness of possible benefits, inaccessibility of vaccination 
facility and misconceptions about vaccination, keep the poor 
illiterate villagers away from the benefits of vaccination. The 
present system of immunisation is clinic based and continuous. 
There has been emphasis on individual immunisation which 13 
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rightly being utilised by a conscientious and well to do commu- 
nity, while it has not yet reached the lower strata of rural India. 
Institution-based vaccination programme, therefore will not 
succeed in providing effective protection to the community due 
to its low coverage. One requires atleast 89% to 90% coverage of 
the susceptible population for herd immunity. The challenge 
becomes all the more difficult, if one keeps in mind that there is 
no active community participation for a low priority need 1. €, 
preventive health. 

House to house visit and door step immunisation has the 
problem of requiring huge manpower and of keeping the cold 
chain intact. Though a vaccinator visits a village regularly, 
often the same people are repeatedly immunised and susceptibles 
are not only left untouched but they keep on accumulating, thus 
provide an ample scope for spread of infection should the 
epidemic break down. The concept of immunisation of entire 
village by an appropriate strategy (Annual Cluster ( Pulse ) 
Immunisation) is therefore desired so that it is possible to check 
effectively the transmission of infection by removal of host 
susceptibility. 

The prerequisite for wide coverage was the avaibility of 
free immunisation facility at a proper time. 75.2% children 
received 3 doses of polio and 43.22% 5 doses in total 5 visits. 
With an additional visit (6th) the figures could be stepped upto 
80.68% for 3 doses and 55.06% for 5 doses. Results with single 
dose vaccine (Measles) were upto 95%. Among the dropouts, as 
good as 60% were due to our inefficiency in organising vaccination 
programmes i. e. failure of proper prior communication to the 
parents, failure on our part to reach in early morning hours 
when parents are free and easily available at home. These drop 
outs can be avoided with proper planning. 40% dropouts are 
difficult to deal with as they need persuasive health education 
over a long duration. For polio-vaccination (5 doses) total 
manhour requirement was 79 hours out of which skilled 
manpower was utilised for only 3 hours while the major share 
(33 hours) was shouldered by village level worker. We consider 
cluster approach replicable and results are highly satisfactory. 


(Journal of Tropical Medicine & Hygiene ) 


} 
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9. TOWARDS APPROPRIATE MEDICINE: 


(The galloping cost af allopathic treatment is not onl ly due to increasing 
drug cost but much is shared by unscientific unethical prescribing habits, 
improper selection of drugs and market oriented behaviour of the medical 
community. Physicians agree in private that ethics are thrown overboard 
at the slightest provocation. The droug industry systematically indoctri- 


nates the clients—the doctors-thus exploiting the situation to its fullest 
advantage). 


A conscientious medical practitioner, aware of the social 
milieu, tries to search for appropriate ways and means inspite of 
all odds. Apart from efficacy and toxicity of drug, he also 
considers its availability and the cost, He tries to cut down over- 
shoot on costly commodities like unnecessary investigations. The 
pivot of consideration is a poor ill person. 


Faced with a problem of treating poor patients in their 
villages, as a logical sequelae, the Medic-Friends marched towards 
use of the appropriate medicine. 


The following are some of the examples of rational thera- 
peutics undertaken by us. 


A, preparation of some common drugs: 


A drug which can be prepared locally in a small dispensary 
if is purchased from the market, the cost shoots up. It has to 
meet the share of manufacturers and the middle men (Drug 
Shopkeeper and the DOCTORS! ), Locally made preparations 
though not available in attractive packages, provide quality 
drug at a cheaper cost. Some such common drugs prepared by us 
for the use in our village dispensaries are given below := 


1. Skin ointments (See Table - 1) 


What a skin ointment needs is a locally available base 
(butter, Ghee, Dalda, Coconut oil) and the active ingredients. If 
small amount of ointment is prepared for immediate use, preser- 
vatives need not be added, The choice of the base depends on the 
yype of skin lesion and the extent of area involved. 


a2 


2. Eye & Ear Drops (Table - 2) 

Eye-Ear-drops require sterilized solutions. Active ingredi- 
ents (say Chloromycetin and steroids) are available in the 
sterilised powder from (as injections) which can be dissolved in 
adequate amount of water used for injection, to make the desired 


drug preparations, 
3, Cough mixtures: 

The evaluation of several cough mixtures in the market 
revealed some interesting facts := 


i) Most of the proprietary preparations available as cough 
remedies generally contain a central cough suppresant, an 
expectorant, an antihistaminic and a bronchodilator in pleasantly 
flavoured syrupy base. Combining the therapeutically incompa- 
tible cough suppressants and expectorants cannot be justified 
except for the fact that it enables the pharmacy to sell their 
product with a good margin of profit when it is sold in market 
as acough remedy (cough sedative is costly due to codeine 
content). It is interesting to find that a pure cough expectorant 
available in market is not cheaper than a pure cough sedative or 
cough sedative expectorant mixture. It is also interesting to find 
that the cough mixtures, available in bulk ( 5 liter Jar) are only 
cough expectorants and these are the preparations dispensed by a 
private practitioner as a cough remedy in all cases of cough 
irrespective of the site of irritation (even if the site is above the 
glottis, where central depressants like opiates are indicated). 

ii) The average daily cost* of taking a cough remedy is: 

Cough sedative—expectorani— 1.50 to 2.25 Rs. / day 
(40 ml syrup) 


Pure cough sedative - about 1,10 Rs. / day 
Pure cough expectorant - 1.25 to 2.25 Rs, / day 
(40 ml, syrup) 

Please note that the cost of various brands of cough 
mixtures with same ingredients varies as much as 50%, 

iii) Many available commercial preparations contain 
drugs in either quite inadequate or excessive doses and some of 
them contain drugs which are outdated and no _ longer 
recommended. 


* 1980 prices 
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These observations prompted us to evolve a sedative 
mixture and an expectorant mixture containing only the required 
drugs in adequate dose in a palatable base and which would be 
reasonably priced, As we had no access to the required drugs in 
their powder from which are available only in bulk, we arrived 
at approximate cost by using tablets available in the market so 
that cost computed by us is necessarily higher than it would 
be for the drug companies who buy the drug in bulk. Still 
a difference can be made out between the market price of 


commercial preparations and the cost of the mixtures as prepared 
by us (using tablets bought in retail). 


How to prepare cough mixture: 
I. Cough sedative : 


— Crush and make into powder the following : 


a) 10 tablets of codeine phosphate (10 mg-6 paise each) 
b) 5 tablets of ephedrine HC! (30 mg-1,5 paise each) 
c) 5 tablets of chlorpheneramine maleate (4 mg-2 paise each) 


- dissolve the powder in warm water and filter, 


— Dissolve 6 heaped teaspoonful of sugar (60 gms 20 paise) in }. 
cup of boiling water and add | drop of pineapple flavour. 
— Add 0.5 gm (flat teaspooful) of Na benzoate as preservative 


to the filtrate and mix well with sugar solution to make it 
100 ce total 


Dose: 10 ml /6 brly for an adult 
5 ml/6 hrly for children 
Cost: 55 paise per day * 


II ) Cough expectorant (100 ml) : 
~ Crush and make into powder the following 


a) 5 tablets of chlorpheniramine maleate (4 mg-2 paise 


each) 
b) 5 tablets of emphedrine HC! (30 mg = 1.5 paise each) 


c ) Less than one flat teaspoonful of ammonium chloride 
(3 gms — 3 paise) 
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-— Dissolve in hot water and filter 


— Dissolve 6 heaped teaspoonful of sugar (60 gms — 20 
paise) in 3 cup of boiling water to which 2 drops of 
pineapple flavour are added, 


— Add 500 mg (teaspooful flat) of Na benzoate as preser- 
vative to the filtrate and mix it with sugar solution to 
make 100 cc, 


Dose: 10 ml/6 hrly / day for an adult 
*Cost: 16 paise per day 


B- Selection of proper form of drug :- 


The drug available in the form of an injection or syrup is 
much more costly than the same amount of drug available as 
tablet or capsules e. g. a) A child if it can swallow the powdered 
drug, syrupy base can be avoided. A tablet or a capsule can be 
broken, and the powder can be mixed with honey or sugar juice 
to mask the bitter taste. Care has to be taken to avoid uncrushed 
tablets or capsules for a child lest it acts as a foreign body. 
b) Avoid injections if the tablet/ capsule can be swallowed or 
can be put through Ryle’s tube, c) Eye applicaps are much 
cheaper than the ointments available in tube. Each eye applicap 
(e. g. chloromycetin) can be used for total 6 applications if it is 
opened up from the tail end of the tip. 


C. Use of simple drugs: 


Home remedies are popular because they are accessible, 
cheap and provide a symptomatic relief, Some such simple drugs 
used by usin running village dispensary are :— 


1) ‘Harda’ or ‘Jesthamadh’ as sylogogues to suppress irrita- 
tive upper respiratory cough. 

2) ‘Tulsi Kadha’ or ‘Haldi’ in hot milk for fomentation of a 
red throat, 


3) Camphor in coconut oil for superficial bacterial infections 
of the skin. We found it working very well. 


* 1979 prices 
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D. Rational selection of the drug: 


With advancement in pharmacology more and more new 
drugs are added to the list. The drug market is teaming with 
multiple brand preparations. A physician has the choice to 
select a drug from a pool of drugs having similar therapeutic 
properties. Under the influence of persuasive selling practices of 
pharmaceutical firms, a physician tends to neglect the rational, 
believes in the claims of drug industry and prescribes costly drugs. 
The sufferer is the patient. The doctor takes it for granted 
that if one pays more for a particular brand drug it is for its 
assured quality, though this claim of drug industry is seldom 
based on authentic facts and figures. 


We evaluated drug selection on the criteria of efficacy 
toxicity, availability and its cost. Here is one example (Table-3) 


E. Restraining unnecessary investigations : 


The escalating cost of medical treatment is partly because 
of over-reliance on costly investigations which are ordered too 
often without realising their utility. In fact, the raison d'etre of 
banking so heavily on these investigations is, amongst other 
things, to hide one’s own clinical inefficiency, Here is one 
example of how we analysed the tool of chest — radiography. 
Indications for chest radiography can be :— 


1, For diagnosis of a chest disease, if clinical examination and 
simple bed-side investigations do not help to reach a 
conclusion. 


2. For follow up of the case and to keep a permanent record. 


3. From research point of view, to detect subclinical cases 
and unknown associations of the disease which can be 
seen only radiologically. 


A clinician should satisfy at least the following questions 
before subjecting the patient to chest radiography : 
i) Is the chest radiography likely to alter the clinical 
diagnosis ? 
ii) Is there any likelyhood of alteration in treatment by 
subjecting the patient to chest radiography ? 
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iii) Whether the risk of exposing the patient to radiography 
and the possibility of false positive or negative diagnosis 
overweigh the expected benefits ? 


lf the answer to these questions is not affirmative, chest 
radiography is nothing but an extra burden on patient’s pocket 
or is a collosal wastage of public funds. Radiographs undertaken 
as aroutine procedure to confirm the clinical diagnosis are 
usually unwarranted. 


Let us try to judge the utility of chest radiology, disease- 
wise based on these criteria : 


Pulmonary Tuberculosis: 
Following facts must be kept in mind : 


1) Direct smear examination of two spot specimens gives 
76.4% and two overnight specimen gives 83% positive results 
from the patients known to have symptoms of tuberculosis. 
Direct smear examination of overnight specimens of sputum at 
monthly intervals approaches closely that of culture examination 
and drug sensitivity tests in assessing the progress of tuberculosis 
patients receiving chemotherapy (provided sputum examination 
is carefully done! ). 


2) Activity of the disease from radiological picture is often 
difficult to judge, specially if it is extensive fibrotic lesion. 
Positivity of sputim for AFB alone is the answer and with 
negative AFB smear, very little information is added by chest 
radiography. 

8) Chest radiography can indicate the pathology i. e. a 
cavity, fibrosis, collapse, effusion ete, and the probable etiology 
but needs positivity of AFB in sputum smear for confirmation. 


Chest radiograph can be helpful in following conditions only :— 


a) For diagnosis of tuberculosis patient with sputum AFB 
negativity eg. miliary tuberculosis, early tubercnlosis 
lesion suspeted on strong clinical suspicion and in 
children or debilitated old people where sputum 
collection is not easy. 


b) For follow up of smear-negative pulmonary 
taberculosis patients, Chest radiograph need not 
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be repeated before 6 months of regular  anti- 
tubercular treatment, Doubtful cases of lung lesion 
with sputum AFB negativity, justify a trial with broad 
spectrum antibiotics and repetition of radiograph after 
a month for its comparison with old_ radiological 
picture, 


It should be kept in mind that 30% of tuberculosis patients 
heal themselves, without treatment. Thus to judge activity of the 
disease in a defaulter, positivity of sputum smear for AFB and 
strong clinical grounds (symptomwise) are the best criteria. It 
is desirable to send back the patient to the tuberculosis clinic of 
the hospital where he was taking treatment earlier, than to try 
to judge activity of illness from chest radiograph and modify 
the treatment. 


Pneumonia : 


The majority of patients suffering from pneumonia can be 
diagnosed clinically, the most important sign being positive 
whispering pectoriloque. Simple bronchitis is misdiagnosed as 
pneumonia. Such a misdiagnosis can be averted if patient is re- 
examined in post-tussive phase, when crepitations of bronchitis 
disappear or diminish considerably. Clinical follow up of these 
patients in the ward for twoor three days without hurrying fort 
chest radiograph can avoid unnecessary rediological exposure. 
In cases where localised crepitations at the end of 
inspiration persist even after coughing, it is better to clinically 
follow up these patients in ward, which may reveal bronchial 
breathing after a day or two, confirming the diagnosis as 
pneumonia, 


Chest radiograph is justified in a case of pneumonia if : 


a) Pneumonia is suspected (dyspnoea), but no clinical signs 
are located e. g. Deep seated pneumonia, Viral 
pneumonia. 


b) Non-resolving pneumonia i.e. fever and other signs 
persist for more than seven days inspite of regular 
treatment. Fever usually settles within 48-72 hours of 
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antibiotic therapy, crepitations become _ coarser. 
Complete Radiological resolution may take as long as 
6 weeks, 

c) In children and debilitated old people where clinical 
signs are difficult to elicit. 


d) In case of recurrent pheumonitis to find out underlying 
primary cause, 


e) For follow up of viral pneumonia (if clinically occult 
and diagnosed radiologically, or small deep seated 
lesion) after a minimum of 4 weeks. 


Pleural effusion: 


Clinically evident case of pleural effusion can be confirmed 
by pleural tapping which will also indicate probable etiology. 
Chest radiograph is indicated in :- 


1) Suspected loculated effusions 


2) Suspicion of malignancy e.g. pleural offusion without 
mediastinal shift; pleural effusion with clubbing, 
pulmonary osteo-arthropathy, gynaecomastia; pleural 
effusion with hard lymph glands inneck; or haem- 
orrhagic pleural tap. 


3) For follow up, some times radiography may be needed, 
though screening for costophrenic angle is the better 
method. 


Chronic Obstructive Airway Disease: 


Early diagnosis of chronic obstructive airway disease is 
most unsatisfactory. In fact, it is not unusual to find that the 
patients with morphologically extensive emphysema, especially 
the centrilobular type, have had normal or almost normal radio- 
graph prior to death. 


Clinical parametrs for diagnosis of chronic obstructive 
airway diseases according to priority are—prolonged expiration, 
upper border of liver dullness lowered, superficial cardiac dullness 
obliterated and presence of rhonchi. Prolongation of expiration 
and rhonchi may disappear in a advanced case but marked 
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dyspnoea, cyanosis, clubbing and right heart failure then appear. 
Radiograph is indicated when :— 


1) Patient of acute severe asthma dees not respond to 
drugs or suddenly develops chest Pain and increasing dyspnoea 
1. €. possibility of pneumo-thorax jg Suspected which is difficult 
to locate clinically due to emphysematous chest. 


li) to rule out other cause of dyspnoea i. e. left ventricular 
failure, 


Pneumothorax : 


This is one clinical condition where chest X-ray is of 
considerable help in diagnosis, follow up and treatment, It gives 
early indicatios of tension pneumothorax, thus a very useful tool, 
Small pneumothorax may easily be missed clinically and a chest 
film at the end of expiration is most valuable. 


Bronchiectasis : 


There is considerable difference of opinion, concerning 
the accuracy of the plain film diagnosis of bronchiectasis. Early 
lesions are often missed and advanced lesions are more obvious 
Clinically than radiographically. Plain radiograph is useful preo- 
peratively for localised bronchiectasis, 


Prolonged Case of Fever: 


For a case of fever, when clinical examination and routine 
laboratory tests fail to locate the etiology, needs investigations 
further. Most of the fever cases are due to viral infection, which 
isa self limiting disease. In aciual practice chest rediograph is 
usually taken to rule out possibility of miliary tuberculosis or 
deep seated lung lesion. For all practical purposes, if patient is 
not critically ill, radiograph is indicated only infever of more 
than seven days duration which has not responded to antimlarials 
and other symptomatic measures, 


Tropical Eosinophilia : 


Peripheral smear examination for eosinophil count is the 
diagnostic. Radiological picture may show miliary lesion or 
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patches of pneumonitis which is not specific for tropical eosino- 
philia alone. 


Summary: 


There is no doubt that the radiological investigations are 
a great asset for the proper management of many chest diseases 
and that not only early but even extensive lesions can be missed 
clinically, But though a useful tool, it must be utilised with clear 
preception of what one wishes to achieve. It is a useful adjunct 
and not substiute for deligent clinical examination. 


From inability to let well alone, 

from too much zeal for what is new, 
and contempt for what is old, 

from pntting knowledge before wisdom, 
science before an art, 

and cleverness before commonsence, 
from treating patients as cases, 

and from making the cure of the disease, 
more grivious than its endurance, 

Good lord deliver us ! 


Sir Robert Hutchinson 


A, Ointments 


1. Corticosteroid 


2. Antibiotic 


3 Corticosteroid + 
Antibiotics 


4, Hydroxyquinoline 


5. Corticosteroid + 
Hydroxyquinoline 


6. Keratolytics 


7. Sulphur 


*1980 Prices 
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Drugs of 
choice 


Betamethasone .1] 25% 
or 
Dexamethasone .125% 


a) Neomycin 1% 


b) Terramycin 1% 


Betamethasone 1.25% 
4 


Neomycine 1% 


Quninidochlar 3% 
Di-iodohydroxyquino- 
line 3% 


Betamethasone .125% 
= 
Quinnidochlor 3% 


Salicylic acid 10% 


Sulphur 10% 


TABLE - 1 — 


Market 
Preparation 


Betnovate 
(Glaxo) 


Neomycin 
Sulphate 5% 
(Archem Aristo) 


Terramycin 3% 
(Pfizer) 


Betnovate-—N 
(Glaxo) 


Vioform cream 


(Ciba) 


Betnovet—C 
(Glaxo) 


Mycozol 
(Parke & Davis) 


Eskamel 
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SKIN OINTMENTS 


*Cost in Rs, How to prepare *Cost in Rs. 
4.10/5 gm 12 tabs, of betamethasone 1.44 
powdered (Paran) + + 1.54/5 gm 
1 TSF of base 0.10 
1.35/10gm 1/3 cap. of neomycin 0.30 
(Unichem 350 mg) t + 0.50/10 gm 
2 TSF of base 0.20 
1.76/ 5 gm 1 /5 cap. of tetracycline(Paran) 0,08 
+ 0.18/ 5 
+1 TSF base 0.10 Saka 
4.24/5 gm 12 tabs. of betamethasone 1.44 
powdered (Paran) + + 1,99 / 5 gm 
1/ 6th cap. of neomycin 0.40 
+(Unichem 350) 
1 TSF base 0.10 
1.97/20 gm 2 tab. of enterovioform 0.20 
(250 mg CIBA) + + 0.60/ 20 gm 
4 TSF of base 0.40 
| 4.24/5 gm 12 tabs. of betamethasone 1.44 
| (Paran) + 
| 4 tab. of enterovioform + 0.05 
; + 1.59/5 gm 
1 TSF of base 0.10 
2.19/28 gm 3 gm salicylic acid + 0.30 
+ 0.90/ 30 gm 
6 TSF of base 0.60 
i 4,00 / 28 gm 3 gm Sulphur + 0.30 
“ i : r + 0.90 / 30 gm 
7 6 TSF of base 0.60 


a aS SS 
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TABLE - 
Topical Eye drugs Drug of Market 
choice Preparation 
1. Corticosteroid Dexamethasone .1%, Betnesol eye 
drops drop (Glaxo) 
2. Antibiotics Chloromycetin 1% Vanmycetin .4% 
eye drops (Fairdeal) 
3. Corticosteroid + Dexamethasone .1% Pyrimone 
Antibiotic drops Chloromycetin 1% (Fairdeal) 


Note :— These solutions and ointments should be prepared in 
stored for a long time 
* 1980 prices 


——— CS 


+ paper 
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2 
*Cost in Rs. How to prepare *Cost in Rs. 
4,10/3 ml 8 mg Dexamethasone vial 4.00 
(Biochem) 
+Add distilled water to 4.35/8 ml 
make 8 millilitre 0,35 
2,29 /5 ml -Inj. Chloromycetin in 03.0 
powder form (50 mg) 0,50/5 ml 
(Biochem) 
+ 5 cc distilled water 0.20 
5.43 /5 ml 8 mg Dexamethasone vial 4.00 
(Biochem) + 
80 mg chloromycetin 0.50 | 4.85/8 ml 
powder dissolve in water + 
Water to make 8 cc 0.35 


small quantities so that they are not required to be 


Drug 


Aspirin 


Phenylbutazone 


Oxyphenbutezone 


Indomenthacin 


Ibuprofen 


Naproxen 


Ketoprofen 


Fenoprofen 
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TABLE - 3; Anti - Inflamatory drugs 


2 


Anti-inflamma- 
tory efficacy 
(Score-I ) 


(3) 


i 


Ge) 
ABD 


— (2) 


—(3) 


—(2) 


—(3) 


3 


Toxicity 


(Score-II ) 


(4) 


(3) 


(2) 


(2.5) 


(5) 


(5) 


(5) 


(5) 
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(selection of appropriate drug ) 


| 4 5 | 6 
Dose and cost *per Score total Comments 
ay (Score-III ) —oIXLIXI 


SS 


2 gm or more (300 mg 4x4X5 = 80 -Extensively used over long time 
tab, = 2 np) 0.54 Rs. (5) -Safest drug in pregnancy 


00-400 mg (200 mg tab. 4%3xX5=60 -Should not be given for more 
25 np) 0.50 Rs. (5) than 7 days due to cumulative 
. toxicity. 
- Cannot be used in chronic 
disorders for long time. 
—Not recommended in pregnancy 
: —Urico-suric drug 
200-400 mg ( 100 mg 4X2X4.5=36 -More toxic than the parent 
tab. = 25 np) Rs. 1.00 (4.5) drug (Phenylbutazone) 


_ 25-150 mg /day 4X2.5x3= 30 -High incidence of severe 
75-100 mg/ HS (25 mg side effects over prolong use. 
tab. = 25 np) —Not safe as Aspirin 

Rs, 3.50 (3) -Urico-suric drug 

-Not recommended in pregnancy 


7600-1200 mg (200 2x5X3 = 30 -Better tolerated than other drugs 
mg tab. = 60 np) Rs. 3.60 (3) 


375-750 mg (250 mg 3X5X1=15 -not recommended in pregnant 
tab. = Rs. 2) Rs, 6 (1) women or lactating mother 


100-200 mg (not available) -= -Cost prohibitory 


590-600 mg (not available) s 


] 2 3 
Enfenamic acid —(2) (5) 800 mg twice a day 
upto 2400 (400 mg 
tab. = 75 np) 3 Rs. (3.5) 
Flufenamic acid —(1) — 400-600 mg (not 
available) 
Mefanamic acid —(1) — 750-1500 mg (not availab) 
Steroids (Prednisolone) —(5) (2) 5-75 mg 
5 mg tab, = 25 np 
0.40 Rs. (5) 
CONCLUSION 


1. For chronic inflammatory joint disorders, aspirin remains the fi 
methacin, 


2. For specific indications, depending on its merit other drugs can | 
mind their toxicity over prolonged use. 


3. Aspirin remains drug of choice in pregnant women & children. 
4. Steroids score high in view of its potency and low cost, b 


down as a last resort, Their combination with nonsteroid ant 


* 1982 Price 
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2X5X3.5 = 36 - Stili under trial, An Indian Product, 
- More toxic, less effective 
— Not to be used for more than 7 days. 
— Safety during pregnancy is not 
established 


2x5x5 = 50 ~— Drug of last resort in view 
of long term side effects 


: 


drug of choice for symptomatic relief followed by Ibuprofen & Indo- 


used (e. g. For Gout Indomethacin and phenyibutazone) keeping in 


angerous side effecss on long term use recessitate it to be pushed 
inflammatory drugs must be denounced and are unethical. 


Scientists In Villages 


‘Here they come’’ says the Villager, 
as he gapes at all the visitors 

who come to his village so small 
trying to teach‘n and guide them all. 


Is this a doctor to heal’n cure 

the sick, the maimed the /ame‘n poor ? 
No, this one talks about sanitation, 
health, cleanliness and immunization. 
No drugs does he give nor pills, 

nor does he cure the sick‘n the III. 
Lectures he’s given, his duty’s done. 
He rushes away, waving to everyone. 


Then comes the nutritionist, talking, “bout food 
diet during disease ‘n when health is good, 
What food to avoid'n what to eat, 

about protein foods like pulses ‘n meat. 


The villagers all stare and gaze 
as they /isten all in a maze, 
home they go to cook and dine 
the jowar roti ‘n pickles of lime ! 


The health-camp workers troop in here 

with all their equipment and gear, 

to be cured, the villagers rush to the front 
little knowing that its a publicity stunt ! 

For what selfish reason did they come here ? 
“They help us not” says the villager, 

The urban strangers come and go 

but out sleepy village goes on as before ! 


MEENA PANTH 
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Love & Knowledge, 
50 far as they were possible, 
led me upwards towards the heavens. 
But always pity 

brought me back to earth. 

Echoes of cries of pain, 

reverberate in my heart. 

Children in femine, 

victims tortured by oppressors, 
helpless old people- 

a hated burden of their sons, ae 
and the whole world of 
loneliness, poverty and pain ; 


make the mockery 
of what human life should be. 


I had to alleviate the evil, 

but I can not, : 

and I too suffer ! 

This has been my life, 

I have found it worth living, 
and would gladly live it again 
If the chance were offered to me. 


BERTRAND RUSSELL. | 


